To the Editor:
==============

The coronavirus disease 2019 (COVID-19) outbreak began in northern Italy in early February and quickly spread to the rest of the peninsula. It has been a major public health issue highlighting the challenges for the health system to quickly ramp up capacity in the face of a pandemic and in particular in accident and emergency departments, intensive care, and insufficient supply of critical equipment such as ventilators but also personal protective equipment. The shortage of personal protective equipment not only puts medical professionals' lives at risk (at the time of writing more than 60 Italian doctors have died as a result of COVID-19) but also increases the risk of contagion within the hospital. Although elective surgery has been reduced, emergency surgery has continued and thus so has general anesthesia, without availability of the necessary protection. The inability to know which patients have COVID-19 in an emergency setting where tests kits are scarce, response times to test are slow, and with shortages or rationing of personal protective equipment requires the medical team to act as though the patient is positive unless proven otherwise, even though asymptomatic. In this scenario our team has trialed an easy and accessible technique to protect the operator/anesthetist from predictable aerosol during oxygen mask ventilation, intubation, and extubation. Our patients arrived in the operating room wearing a surgical mask. The primary anesthetist has always strictly followed the correct doffing and donning procedures before and after intubation with surgical mask, goggle/visor, double gloves, and gown, not the appropriate personal protective equipment because of the shortage we faced at the beginning. After anesthesia induction, 3 min breathing 100% oxygen, propofol 2 mg/kg was given to put the patients asleep to avoid the sensation of being smothered. Once the patient was asleep we positioned the transparent plastic sheet over the chest and head fixed with a tape to the abdomen (fig. [1](#F1){ref-type="fig"}). Fentanyl 2 mcg/kg and rocuronium 0.6 mg/kg were given. Patients were ventilated in oxygen mask under the transparent plastic sheet while the anesthetist was above, away and protected from any aerosol coming from the patient. Only the operator hands with double disposable gloves were under the transparent sheet. The intubation was performed with a video laryngoscope (King Vision, Ambu, Denmark) under the transparent plastic sheet stuck to the king vision screen with the operator moving his hands under the plastic cover. Once the intubation was assessed, the plastic sheet was removed by rolling it inward from the head to the abdomen, keeping the contaminated part inside, and then disposed in an appropriate biohazard container. A meticulous disinfection of the contaminated body parts (head, neck, and torso) was performed after intubation, and the drape underneath the head was replaced with a clean one.^1^ During the extubation a new transparent plastic sheet was positioned again as per the intubation phase, and endotracheal aspiration was performed without difficulty followed by extubation. Oxygen mask spontaneous ventilation was then delivered under the plastic cover until the coughing risk had passed and full posteanesthesia recovery and oxygenation was assessed. To date we have used this technique in eight cases without difficulty and no doctor contagion. In one of these cases the patient was diagnosed as COVID-19--positive three days after surgery despite the fact that two previous nasopharyngeal swabs were negative. When the result of the third swab came back positive, the anesthetist and the entire surgical and nursing team underwent nasopharyngeal swabs which were negative to the COVID-19, even though they were not wearing the appropriate personal protective equipment had the patient been positive before entering surgery. Despite further investigations needed to understand and assess the benefits of this simple, easy, accessible, and cost-effective technique to prevent any kind of aerosol risk during mask ventilation, intubation, and extubation maneuvers, we suggest it to prevent contagion during airway management in all patients throughout the COVID-19 outbreak if personal protective equipment are not available.
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